Ch79,p.32 i Human Services[441]" : IAC 10/15/03

79.1(11) Prohibition against factoring. ‘Payment.under the medical assistance program for any
care or service furnished to an individual by providers as specified in 79.1(1) shall not be made to or
through a factor either directly or by virtue of power of attorney given by the provider to the factor. A
factor is defined as an organization, collection agency, or service bureau which, or an individual who,
advances money to a provider for accounts receivable which have been assigned or sold or otherwise
transferred including transfer through the use of power of attorney to the organization or individual for
an added fee or reduction of a portion of the accounts receivable. The term factor does not include
business representatives such as billing agents or accounting firms which render statements and re-
ceive payments in the name of the individual provider provided that the compensation of the business
representative for the service is reasonably related to the cost of processing the billings and is not re-
lated on a percentage or other basis to the dollar amounts te be billed or coliected.

79.1(12) Reasonable charges for services, supplies, and equipment. For selected medical ser-
vices, supplies, and equipment, including equipment servicing, which in the judgment of the Secretary
of the Departmeént of Health and Human Services generally do not vary significantly in quality from
one provider to another, the upper limits for payments shall be the lowest charges for which the devices
are widely and consistently available in a locality. For those selected services and items furnished un-
der part B of Medicare and Medicaid, the upper limits shall be the lowest charge levels recognized un-
der Medicare. For those selected services and items furnished only under Medicaid, the upper limits
shall be the lowest charge levels determined by the department according to the Medicare reimburse-
ment method.

a. - For any noninstitutional iterri or service furnished under both Medicare and Medicaid, the de-
partment shall pay no more than the reasonable charge established for that item or service by the part B
Medicare carrier serving part or all of lowa. Noninstitutional services do not include practitioner’s
services, such as physicians, pharmacies, or out-patient hospital services.

b.  For all other noninstitutional items or services furnished only under Medicaid, the department
shall pay no more than the customary charge for a provider or the prevailing charges in the locahty for
comparable items or services under comparable circumstances, whichever is lower.

79.1(13) Copayment by recipient. A copayment in the amount specified shall be charged to recipi-
ents for the following covered services:

a. The recipient shall pay a copayment for prescription drugs as follows:

(1) The recipient shall pay $1 for each covered generic drug prescription, including each refill.

(2) The recipient shall pay $0.50 for each covered brand-name drug prescription, including each
refill, for which the cost to the state is $10 or less.

(3) The recipient shall pay $1 for each covered brand-name drug prescription, including each re-
fill, for which the cost to the state is $10.01 to $25.

(4) The recipient shall pay $2 for each covered brand-name drug prescription, including each re-
fill, for which the cost to the state is $25.01 to $50.

(5) The recipient shall pay $3 for each covered brand-name drug prescription, including each re-
fill, for which the cost to the state is $50.01 or more.

(6) For the purpose of this paragraph, the cost to the state is detenmned thhout regard to federal
financial participation in the Medicaid program.

b.  The rec1plent shall pay $1 copayment for total covered service rendered on a given date for
podxatnsts services, chiropractors’ services, and services of independently practicing physxcal thera-
- pists.

¢.  The recipient shall pay $2 copayment for total covered services rendered on a given date for
medical equipment and appliances, prosthetic devices and sickroom supplies as defined in
441—78.10(249A), orthopedic shoes, services of audiologists, services of hearing aid dealers except

the hearing aid, optometrists, opticians, rehabilitation agencies, psychologists, and ambulance ser-
vices.
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d.  The recipient shall pay $3 copayment for:

(1) Total covered service rendered on a given date for dental services and hearing aids.

(2) All covered services rendered in a physician office visit on a given date. For the purposes of
this subparagraph, “physician” means either a doctor of allopathic medicine (M.D.) or a doctor of 0s-
teopathic medicine (D.0.), as defined under rule 441—77.1(249A).

e. Copayment charges are not applicable to persons under age 21.

/. Copayment charges are not applicable to family planning services or supplies. -

g.  Copayment charges are not applicable for 2 recipient receiving care in a hospital, nursing facil-
ity, state mental health institution, or other medical institution if the person is required, as a condition of
receiving services in the institution, to spend for costs of necessary medical care all but a minimal
amount of income for personal needs. . :

h. The recipient shall pay $1 for each federal Medicare Part B crossover claim submitted to the

~ Medicaid program when the services provided have a Medicaid copayment as set forth above.

i.  Copayment charges are not applicable to services furnished pregnant women.

j. All providers are prohibited from offering or providing copayment related discounts, rebates, '
or similar incentives for the purpose of soliciting the patronage of Medicaid recipients.

k.~ Copayment charges are not applicable for emergency services. Emergency services are de-
fined as services provided in a hospital, clinic, office, or other facility that is equipped to furnish the
required care, after the sudden onset of a medical condition manifesting itself by acute symptoms of
sufficient severity (including severe pain), that the absence of immediate medical attention could rea-
sonably be expected to result in:

(1) Placing the patient’s health in serious jeopardy,

(2) Serious impairment to bodily functions, or

(3) Serious dysfunction of any bodily organ or part. -

I Copayment charges are not applicable for services rendered by a health maintenance organiza-
tion in which the recipient is enrolied.

m. No provider of service participating in the Medicaid program may deny care or services to a
person eligible for care or services under the program because of the person’s inability to pay a copay-
ment. However, this rule does not change the fact that a recipient is liable for the charges and it does not
preclude the provider from attempting to collect them.

79.1(14) Reimbursement for hospice services.

a.  Medicaid hospice rates. The Medicaid hospice rates are based on the methodology used in -
setting Medicare rates, adjusted to disregard cost offsets attributable to Meédicare coinsurance
amounts, and with application of the appropriate area wage adjustments for the categories of care pro-
vided. '

" Hospices are reimbursed at one of four predetermined rates based on the level of care furnished to
the individual for that day. Payments to a hospice for inpatient care are subject to the limitations im-
posed by Medicare. The levels of care into which each day of care is classified are as follows:

(1) Routine home care.

(2) Continuous home care.

(3) Inpatient respite care.

(4) General inpatient care.’ .

b.  Adjustment to hospice rates. An adjustment to hospice reimbursement is made when a recipi-
ent residing in a nursing facility elects the hospice benefit. The adjustment will be a room and board
rate that is equal to the rate at which the facility is paid for reserved bed days or 95 percent of the facili-
ty’s Medicaid reimbursement rate, whichever is greater. Room and board services include the perfor-
mance of personal care services, including assistance in activities of daily living, socializing activities,
administration of medication, maintaining the cleanliness of a resident’s room and supervising and as-
sisting in the use of durable medical equipment and prescribed therapies.



